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tion at term. The study found a significant reduction in adverse perinatal outcomes with planned cesarean delivery compared with planned vaginal birth (1.6% vs 5.0%; PϽ.001). 5 Although the risks of maternal mortality or serious maternal morbidity during the first 6 weeks post partum were low in the Term Breech Trial and not significantly increased (3.9% vs 3.2%; P=.35), a Cochrane meta-analysis of this trial and 2 other small trials found a slightly greater risk of serious problems for mothers with planned cesarean delivery (relative risk [RR], 1.29; 95% confidence interval [CI], 1.03-1.61). 6 Serious maternal morbidity in these trials consisted principally of postpartum bleeding; postpartum fever; and wound infection, dehiscence, or breakdown.
Other important adverse maternal outcomes that are thought to be related to the birth process, such as urinary or fecal incontinence, resumption of and comfort during sexual activity, pain, breastfeeding, and postpartum depression, have not been previously studied in a randomized controlled trial. Nonrandomized studies have consistently found that labor and vaginal birth increase the risks of urinary incontinence, fecal incontinence, and incontinence of flatus following delivery. [7] [8] [9] [10] [11] The importance of urinary incontinence at 3 months post partum was recently emphasized in a report that found that 92% of such women continued to have symptoms 5 years after the delivery. 12 Indeed, to avoid incontinence after birth, some women have indicated a preference for elective cesarean delivery. 13, 14 Other studies, however, have suggested that cesarean delivery may increase the risk of other problems, such as difficulties with breastfeeding, postpartum depression, and negative feelings about the childbirth experience. [15] [16] [17] Because none of these studies was randomized, the effects may be due to confounding factors or difficulties differentiating elective cesarean deliveries vs those performed during labor as part of a policy of planned vaginal birth. Also, the effects of cesarean delivery may differ depending on the indication.
The Term Breech Trial provided us with a unique opportunity to assess the effects of a policy of planned cesarean delivery compared with planned vaginal birth on these other maternal outcomes at 3 months following delivery.
METHODS

Eligibility and Randomization
Women were eligible for the trial if they had a singleton live fetus in a frank or complete breech presentation at term (Ն37 weeks' gestation). The study was approved by the research ethics committees at participating centers, and women gave informed consent before being enrolled in the study. Centers that were not confident in their ability to trace more than 80% of randomized women did not undertake the follow-up components of the study. Randomization was centrally controlled at the University of Toronto Maternal Infant and Reproductive Health Research Unit (Toronto, Ontario) with a computerized randomization program, accessible by means of a touch-tone telephone.
Treatment Protocol
Women enrolled in the study were randomly allocated to either the planned cesarean delivery group or the planned vaginal birth group. If randomized to the planned cesarean delivery group, a cesarean delivery was scheduled for 38 or more weeks' gestation. If the woman was in labor at the time of randomization, the cesarean delivery was undertaken as soon as possible. Immediately prior to cesarean delivery, the fetal presentation was reassessed and if it was cephalic, a vaginal birth was planned. We anticipated that more than 90% of women in this group would undergo cesarean delivery.
For women randomized to the planned vaginal birth group, management was expectant until spontaneous labor began, unless an indication to induce labor (eg, postterm pregnancy) or undertake cesarean delivery (eg, footling breech presentation) developed. The protocol for management during labor has been previously reported. 5 Fetuses in breech presentation who were delivered vaginally were attended by a clinician experienced in vaginal breech birth. We anticipated that more than 50% of women in this group would actually deliver vaginally, but we recognized that many women in this group would appropriately require cesarean delivery because of fetal/maternal problems developing during labor/delivery.
Follow-up and Outcomes
Collaborators in participating centers contacted women at 3 months post partum and asked them to complete a structured questionnaire to obtain information regarding breastfeeding, health of the infant, sexual relations, pain within the previous 24 hours, urinary incontinence within the previous 7 days, postpartum depression, and likes and dislikes regarding the childbirth experience and participation in the Term Breech Trial (the questionnaire is available at http://www.utoronto.ca/miru/breech /3mpq). To determine the presence of urinary incontinence, women were asked if they lost or leaked urine when they coughed, laughed, sneezed, etc. Postpartum depression was defined as a score of more than 12 on the Edinburgh Postnatal Depression Scale (EPDS).
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The 3-month postpartum questionnaire was slightly revised shortly after the study was started (November 1997) to include additional questions concerning the mother's ease of caring for her new infant and ease of adjusting to being a new mother, happiness with her relationship with her husband or partner, happiness with sexual relations, how severe the pain was during sex (if sex was described as painful), fecal incontinence (lost or leaked feces/stool, fluid, or mucus unexpectedly from the bowels) or incontinence of flatus (passed gas/wind unexpectedly) within the previous 7 days, and how much of a problem incontinence was perceived to be (no problem at all, a little problem, or a big problem) whether it was urine, stool, or flatus. Aside from the EPDS, all questions were formulated following a review of the litera-ture and discussions among members of the steering committee, and the questionnaire was pretested prior to its use. Questionnaires were mailed to women for completion. If this was not possible because of logistical problems, questionnaires were completed by telephone or during a personal interview. The questionnaires were either translated (and back-translated to ensure accuracy of the translation) into the mother's language or were administered by someone who could translate the questions for the woman. We used previously published translations of the EPDS when available.
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A 2-year follow-up of mothers and children is ongoing in participating centers.
Statistical Analysis
The results were analyzed according to treatment as assigned at randomization (modified intention to treat). Thus, we wished to determine the effect of the approach to delivery rather than the effect of the actual method of delivery. All women who delivered at centers participating in the follow-up component of the study and for whom we had completed questionnaires were included in the analysis. The groups were compared using the Fisher exact test for the analysis of binary outcomes and the 2 test for linear trend for the analysis of ordered categorical outcomes. A 2-sided P value of Ͻ.05 was considered indicative of statistical significance. Relative risks and 95% CIs were also calculated.
The P values reported herein should be considered descriptive because these were secondary outcomes of the study and we made no adjustments for multiple tests. Statistical analyses were carried out using SAS Version 8.0 (SAS Institute Inc, Cary, NC).
Subgroup Analyses
The following subgroup analyses, not planned as part of the original protocol, were undertaken: for the outcomes of no sex since the birth, pain, urinary incontinence, fecal incontinence, incontinence of flatus, and postpartum depression, we used multiple logistic regression analyses to determine the effect of the variables of parity at randomization (0 vs Ն1); the country's national perinatal mortality rate as reported in 1996 by the World Health Organization (low [Յ20/ 1000] vs high [Ͼ20/1000]) 5, 20 ; how the questionnaire was completed (received questionnaire by mail and answered the questions without help vs other methods); and their interactions with treatment group. We also tested for interactions between these baseline variables as well as whether a woman was planning to breastfeed (yes vs no or unknown) and treatment group on the outcome of continuing to breastfeed at the time the questionnaire was completed.
RESULTS
The Term Breech Trial enrolled 2088 women between January 9, 1997, and April 21, 2000, at 121 centers in 26 countries. Outcomes occurring within 6 weeks following birth among all randomized women have been previously published. 5 A total of 1940 women enrolled at 110 centers were followed up to 3 months post partum and asked to complete a questionnaire. We received completed questionnaires for 1596 (82.3%) of these women, of whom 798 were randomized to the planned cesarean delivery group and 798 were randomized to the planned vaginal birth group (FIGURE).
Baseline Characteristics at Randomization and Completion of the Questionnaire
Baseline characteristics for those followed up were similar in both groups (TABLE 1). Seven hundred ninety women (49.5%) were from centers in countries with a low national perinatal mortality rate, and 806 (50.5%) were from centers in countries with a high national perinatal mortality rate. 20 For both groups, the median time to completion of the questionnaire was 3.1 months, and the majority of women completed the questionnaire over the telephone or during a personal interview (70.6% in the planned cesarean delivery group and 70.7% in the planned vaginal birth group).
Mode of Delivery and Perineal Trauma
Of the 798 women randomized to the planned cesarean delivery group, 725 (90.9%) had cesarean deliveries. The rates of cesarean and vaginal birth in the 2 groups were very similar to the rates for all women randomized. 5 Women who had had a previous cesarean delivery (n=44) had similar rates of cesarean delivery as other women in the 2 groups (87.5% in the planned ce- found adjusting to being a new mother to be easy or very easy, and these rates did not differ between the planned cesarean and planned vaginal birth groups. For infants discharged home after the birth, 19.9% returned to a physician for medical care and 3.4% were readmitted to hospital. These rates did not differ between groups (Table 2 ).
Sex and Relationship With Husband or Partner
There were no significant effects of planned method of delivery on sexual relations or the relationships with a husband or partner. At the time the questionnaire was completed, 15.3% of women had not had sex since the birth and 17.8% of women who had had sex since the birth had experienced pain on the most recent occasion ( (Table 3 ). Very few women indicated that they had lost or leaked feces/stool, fluid, or mucus unexpectedly from their bowels in the previous 7 days (5 women in the planned cesarean group and 9 women in the planned vaginal birth group). The risk of incontinence of flatus within the previous 7 days was not different between groups (66/616 [10.7%] in the planned cesarean group compared with 59/606 [9.7%] in the planned vaginal birth group). However, among those with incontinence of flatus, it was less likely to be perceived as a problem in the planned cesarean group compared with the planned vaginal birth group (P = .006) ( Table 3 ). Of the 7 women having a tear involving the anal sphincter (1 in the planned cesarean group and 6 in the planned vaginal birth group), 2 reported fecal incontinence and 2 reported incontinence of flatus. *Statistical analyses are based on treatment as assigned at randomization; data are presented descriptively according to actual method of delivery for purposes of hypothesis generation only. †Of women who initiated breastfeeding but stopped prior to completion of questionnaire, 24 (16.0%) of 150 in the planned cesarean delivery group and 33 (22.2%) of 149 in the planned vaginal birth group stopped within 15 days of delivery. ‡Seventeen infants in the planned cesarean delivery group and 22 in the planned vaginal birth group were not discharged home after birth. §Reasons for infants' return to physician were given as responses to an open-ended question on the questionnaire. their infant's health. Women in the planned vaginal birth group were more likely than those in the planned cesarean delivery group to indicate that they liked that it was natural, liked actively participating in the birth, and liked that recovering from the childbirth experience was not difficult. Similar numbers of women in both groups indicated that they liked the method of delivery that they had had or felt reassured about their own health, or indicated that there was nothing they liked about their childbirth experience. Regarding women's likes and dislikes re- *Statistical analyses based on treatment as assigned at randomization; data are presented descriptively according to actual method of delivery for purposes of hypothesis generation only. †Respondents were asked to describe pain at the time of completing the questionnaire or within the previous 24 hours. ‡Incontinence was described as losing or leaking urine when coughing, laughing, or sneezing, etc (urinary); losing or leaking feces/stool, fluid, or mucus unexpectedly from the bowels (fecal); or passing gas/wind unexpectedly (flatal) within the previous 7 days. §This question was added to the form after 179 women in the planned cesarean delivery group and 191 women in the planned vaginal birth group had already completed the study. There were no reports of fecal incontinence that was a big problem. ¶Defined as a score of more than 12 on the Edinburgh Postnatal Depression Scale.
lating to participation in the study, women in the planned cesarean delivery group were more likely to indicate that they liked being in the trial because they felt reassured about their infant ' 
Subgroup Analyses
There were no statistically significant interactions between treatment group and baseline variables for any of the outcomes, indicating that the effects of planned cesarean delivery and planned vaginal birth were similar in subgroups defined by the baseline variables. Primiparous (vs multiparous) women were significantly more likely to report not having sex since the birth (odds ratio, 2.19; 95% CI, 1.65-2.92;
PϽ.001).
Women who delivered in countries with a low (vs high) national perinatal mortality rate and those who completed the questionnaire by mail without any help (vs other methods) were significantly more likely to report pain within the previous 24 hours (OR, 1.56; 95% CI, 1.19-2.06; P = .002 and OR, 1.43; 95% CI, 1.06-1.94; P = .02, respectively). Multiparous (vs primiparous) women and those who delivered in a country with a low (vs high) national perinatal mortality rate were significantly more likely to report urinary incontinence (OR, 2.66; 95% CI, 1.69-4.19; PϽ.001 and OR, 4.04; 95% CI, 2.47-6.63; PϽ.001, 
COMMENT
This is the first report of a randomized controlled trial comparing the policies of planned cesarean delivery and planned vaginal birth in relation to maternal outcomes at 3 months following delivery. Overall, there was no increased risk of problems with planned cesarean delivery. We found that multiparous women were at greater risk of urinary incontinence than primiparous women and that, regardless of parity, planned cesarean delivery reduced the risk of urinary incontinence compared with planned vaginal birth. We also found that when incontinence of flatus occurred, it was less likely to be perceived as a problem if a cesarean delivery had been planned. Although urinary incontinence was not the primary outcome of the Term Breech Trial and we did not adjust for the multiple statistical tests, we believe that the finding of a reduced risk of urinary incontinence with planned cesarean delivery in this study is likely to be true because it is consistent with the findings of numerous nonrandomized studies. [7] [8] [9] [10] [11] 21, 22 Whether a policy of planned cesarean delivery can reduce the risk of problematic incontinence that interferes with a woman's quality of life is still not known, and this should be the focus of future randomized controlled trials of planned cesarean delivery.
Others have found higher rates of urinary incontinence at 3 months post partum than we found in this study. 9, 12 Using a postal questionnaire, Wilson et al 9 found that 34.3% of all women who responded admitted to some degree of urinary incontinence at 3 months post partum; however, urinary incontinence was defined broadly, including that which occurred less (as well as more) often than once per week. The low rate of urinary incontinence found in this study may be because we required that there be symptoms of incontinence during the week prior to completing the questionnaire, thus excluding incontinence that was shortlived or that occurred less frequently. Also, the design of the Term Breech Trial required that there be a high rate of cesarean delivery for women randomized to planned vaginal birth to ensure the best outcome for neonates. If vaginal delivery is a major cause of urinary incontinence at 3 months post partum, the risk may have been reduced by the high rate of cesarean delivery in that group.
Although there were no differences between groups in reporting pain or amount of pain at 3 months post partum, not surprisingly, women allocated to planned cesarean delivery were more likely to report abdominal pain and less likely to report perineal pain than women allocated to planned vaginal birth. Women who delivered in more developed countries, as defined by the country's national perinatal mortality rate, were more likely to report urinary incontinence, incontinence of flatus, and pain. It may be that women in more developed countries actually experienced more of these adverse outcomes, tolerated them less well, or felt more at liberty to report them than the women in less developed countries.
Although we found benefits to planned cesarean delivery in terms of a lower risk of urinary incontinence and perceiving incontinence of flatus to be a problem, planned cesarean delivery did not have an effect on having sex, pain associated with sex, or happiness with sexual relations at 3 months post partum. This is not inconsistent with other studies; other factors such as depression, tiredness, and lack of interest have been found to be more associated with occurrence of and satisfaction with sexual relations than mode of delivery. 23, 24 In our study, 15% of women had not had sex since the birth, and close to 20% of women reported that the last episode of sex was painful. Robson et al, 23 who followed up 119 primiparous women for 1 year after delivery, found that at 3 months post partum, approximately 30% of women had either not resumed sex or had received very little or no pleasure from it. Although the true impact of childbirth on maternal sexuality requires further study, our results of adverse outcomes following childbirth are consistent with other reports. 23, 24 The rates of continuing to breastfeed at the time the questionnaire was completed, a median of 3.1 months in both groups, were lower among women who delivered in more developed countries. However, in contrast with some reports that have linked difficulties with breastfeeding with cesarean delivery, 15 we did not find that a policy of planned cesarean delivery had an influence on either the initiation of breastfeeding or likelihood of continuing to breastfeed, although women in the planned cesarean group were less likely to breastfeed during the first few hours following the birth compared with women in the planned vaginal birth group.
This study did not find planned cesarean delivery to be associated with higher rates of postpartum depression as measured by the EPDS. This is also in contrast to the findings of other, nonrandomized studies, which have found an association between cesarean delivery and postpartum depression. [25] [26] [27] One of the difficulties interpreting data from nonrandomized studies is that elective cesarean deliveries undertaken as part of a policy of planned cesarean delivery are often combined with emergency procedures undertaken as part of a policy of planned vaginal birth. It may be that the indication for the cesarean delivery, rather than the procedure itself, is more associated with adverse outcomes. We found that women in the planned cesarean and planned vaginal birth groups were equally likely to respond that they liked the method of delivery and that if they had to do it all over again, they would participate in the trial. Satisfaction with the childbirth experience has been associated with involvement in decision making, having sufficient information from caregivers, perceiving caregivers to be helpful, and less obstetric intervention. 27 Other randomized controlled trials, however, have found higher rates of satisfaction with more obstetric intervention, if the intervention has been aimed at preventing or treating a problem. 28, 29 Our findings suggest that in a pregnancy with a fetus in breech presentation at term, mode of delivery is not an important component of maternal satisfaction with care.
In summary, this large, international, randomized controlled trial of mothers with a breech presentation at term found planned cesarean delivery to be associated with a lower risk of urinary incontinence and perceiving incontinence of flatus to be less of a problem when it occurs, and has not found a policy of planned cesarean delivery to be associated with adverse consequences for the mother at 3 months post partum. Our findings must be interpreted with caution because women randomized to the planned vaginal birth group had a high rate of cesarean delivery, which would have reduced our ability of finding an association between cesarean delivery and adverse outcomes, if one existed. Caution should also be exercised in recommending a policy of planned cesarean delivery because serious maternal morbidity in the first 6 weeks is slightly increased with planned cesarean delivery, and because the much longerterm effects of a policy of planned cesarean delivery on future childbearing and complications associated with repeat cesarean delivery, such as infection, bleeding, thromboembolic problems, and surgical trauma, are a concern, particularly if women are planning to have many more children. However, recent data suggest that women with urinary incontinence at 3 months post partum are at high risk of continuing to have symptoms many years later, 12 and maternal mortality data suggest that an elective cesarean delivery may be associated with a substantially lower risk of maternal mortality than if a vaginal delivery is planned when the likelihood of an emergency cesarean delivery is high. 30 Therefore, although uncertainties remain, we believe it is reasonable to offer women the option of elective cesarean delivery, based on the available evidence, if such women are at high risk of needing an emergency cesarean delivery if vaginal delivery is planned.
